only when the foreign body is smooth and radiopaque that this treatment is likely to succeed. It would, of course, be most dangerous to rely on the drug in cases of impacted bones or other sharp objects, or where the safe progress of the foreign body cannot be followed under the X-ray screen.
In conclusion, it must be emphasized that in dealing with these cases of spasm or nervous disorder the cesophagoscopist must never confine his interest to the narrow view of the endoscopic field. He should always consider his patient as an individual and remember that systemic disease, lesions in distant parts of the body and emotional stresses and strains can affect the oesophagus.
The Management of Chemical Burns of the (Esophagus By TRULS LEEGAARD, M.D.
Oslo, Norway I HAVE restricted my talk to dysphagia caused by corrosive agents in which I have taken considerable interest for the last twenty years; I published my experience during the time of the occupation in Norway in the Journal of Laryngology and Otology in 1945. Although not large it is well studied; strictures caused by corrosion are in no.way different from other cesophageal strictures, except the congenital type, which is uncommon. There is, therefore, no difference in the treatment of dysphagia caused by such a fibrous stricture and other non-specific strictures caused by reflux oesophagitis, peptic ulcers, &c., and even if burns of the oesophagus are not very common in Great Britain, as happily they are not in Norway either since the war, I think it is right to discuss them a little more specifically.
During the last twenty-five years different authors, such as Belinoff (1935), Floberg and Koch (1953) and Sala (1959) , have studied tissue reactions of lye burns in the cesophagus, both experimentally in dogs, cats and rabbits, and in the human being, after early.. death caused by large doses.
In-slight or s-uperficial ulcerations no scar is produced, or only a superficial one if the muscularis mucose is affected. In the more severe form, the necrosis of the cesophageal wall goes down to or into the tunica muscularis. After twenty-four hours fibroblasts appear in the wall, and the collagen fibrils derived from them are seen at the end of the first week or in the course of the second week. This therefore signifies the inception of scarring.
It-is obvious that, apart from the formation of a more or less extensive stricture, this damage of the greater part of the cesophageal wall will also influence the function of the muscular layer. The resulting dysphagia therefore will be caused partly by the narrow passage itself, partly by the inadequacy of the tunica muscularis.
Treatment
Most authors seem to agree that here also prevention is better than cure. The essential point is to begin treatment before the stricture has appeared, before scar formation has come into action. It is necessary to prevent the stricture arising, and scar format-ion must therefore be controlled. If the lesion is not too severe, but only then, this can be brought about by using cortisone, or a substance with a similar effect, and penicillin. Cortisone inhibits the fibroblastic activity and penicillin prevents to a certain degree the occurrence of secondary infection. In many cases, where fibroblast formation has not been too abundant, we have seen good results with this kind of treatment only, but it is necessary to follow healing by repeated cesophagoscopies.
(Esophagoscopy is done first after one week, then weekly for some time, then with longer intervals until the patient is cured. We have seen no ill effects. Apart from some cases in the beginning, eighteen years ago, we have not used intermittent dilatation in acute cases. Either the lesion is slight, and does not produce a severe stricture, or the lesion is severe, with abundant granulation formation, and intermittent dilatation will then traumatize the corroded wall and increase -the production of granulations. A complete obstruction may follow. I have lost a few patients that way. According to our opinion therefore, the injured organ, like other injured organs, should be brought to rest, to minimize the infectious processes as much as possible. This can be done by gastrotomy or with a permanent tube as used by many physicians since 1887 (Gersuny), e.g. Hoag (1937) and Belinoff (1940) . Insertion can be done in different ways. Introduction through the nose is unsatisfactory because of the small calibre, and the irritation produced by the tube, e.g. in the postarytenoid region. The tube can be lodged in the aesophagus, with the upper part funnel-shaped to retain it, or anchored with a silk cord, but in Norway we have adopted the method Belinoff proposed and used in 5 cases in 1940.
The tube is introduced by a cervical aesophagostomy which provides the opportunity to increase the calibre during the process of healing. The tube is well tolerated even by small children, with easy feeding facilities. There is no tendency by the patients to pull the tube out, as we have seen with the gastric tube or a catheter through the nose. The tube is retained for three months, occasionally four months or longer, depending on the condition of the wall, judged by direct inspection.
After removal, the fistula usually closes within a few days. Of about 220 cases with corrosive lesions we have treated 54 acute cases by this method, and we are still very satisfied. Most of the patients have no difficulty in swallowing afterwards. The mucosa is healed, sometimes a little smoother than usual, the lumen has normal width, and X-ray examination shows normal peristalsis. The scar formation in the wall therefore is small even after severe corrosion.
It was thought it might be possible to treat already established strictures in the same way, with a permanent tube.
I have a record of a successful attempt to treat a 10-year-old boy. who nine weeks before the treatment started had had a drink of lye and had difficulty even with swallowing fluids (Leegaard, 1945) . After eighteen months of almost continous treatment, partly with a retained catheter, partly with bougies, the patient could eat ordinary food when well chewed, and by later controls the result seemed permanent.
Although caustics everywhere seem to be the most common cause, nonmalignant strictures with dysphagia are also caused by other kinds of nonspecific cesophagitis. Reflux oesophagitis with or without a peptic ulcer plays an important part here, as do strictures caused by resections of the lower part of the oesophagus. In all these strictures there is a mucosa and submucosa with a certain elasticity, and with a continuous mass of fibrous connective tissue of varying thickness constituting the scar.
Intermittent dilatations cause fissuring of the stricture, either in the whole wall, or only in the submucosa. The trauma and bleeding will give rise to proliferation of the fibroblasts and formation of granulation tissue, and after a while to a renewed tendency to contraction. If instead a permanent tube is applied, after initial dilatation, and this tube, being changed every week or every alternate week, is gradually increased in size, until the required calibre is reached, the same initial processes of healing will be brought to an end when retraction is no longer possible, and a wider lumen is established where the tendency to retraction of the collagen fibres is finished before the tube is removed. A period of three to four months is usually enough, but of course the time varies in different patients. Barr et al. (1954) reported the result of 8 cases with strictures after the swallowing of lye. They were all successfully treated with a permanent sound, while long-term intermittent dilatations had only resulted in reformation of the stricture.
Summing up, in our experience in this special kind of cesophagitis healing of the ulcerated wali is most often achieved by using cortisone and penicillin in the lighter cases, and by using a permanent tube through a cervical cesophagostomy in the more severe cases, thus preventing the formation of a stricture. If the stricture has already developed, a permanent widening of the lumen can be achieved in many cases by a permanent tube, retained for four months-or longer. (The paper was illustrated by films and slides.) Radiol., 31, 465. FLOBERG, L. E., and KOCH, H. (1953) Acta otolaryng., Stockh., Suppl. 109, p. 33. FRENCKNER, P. (1949) Acta otolaryng., Stockh., Suppl. 78, p. 83. 
